indicated by a partial anterior rim of hair, there can be no donbt as to its presence.
The significance of the congenital frontal band alopecia.-The congenital frontal band alopecia often runs in families and is hereditary. In one case an acquired frontal band was added to a pre-existing congenital band. In both children and adults I have found it constantly associated with enlargement of the thyroid and tachycardia, nervousness, pigmentation, chilblains, epistaxis, patchy baldness, and sometimes tremors, a condition that suggests potential Graves's disease. In 18 cases of exophthalmic goitre the congenital frontal band alopecia has been found present, and no negative instance has so far occurred. Out of six cases of myxoedema the frontal band alopecia was found in five, of whom two showed unequivocal and the other three less marked signs and symptoms of exophthalmic goitre. The sixth had no frontal band alopecia and nothing to suggest past or present Graves's -disease.
So far some 96 cases of frontal band alopecia have been investigated. The present preliminary note is written with a view of inviting the attention of medical men who may be willing to help in further investigation of an interesting point. The band may possibly indicate some evolutionary change or may be degenerative or tropho-neurotic, or be a part of the obscure group of signs and symptoms associated with exophthalmic goitre. The age at which the hair grows over the frontal band area in normal cases is under investigation and wilt be determined by an examination of many hundreds of children outride the hospital class. THE patient, a married woman, aged 57 years, was seen by me in February at the Elder Hospital, Govan, complaining of abdominal pain, particularly at a point about midway between the umbilicus and symphysis and two inches to the right of the middle line. She stated that this pain began to trouble her about two years previously and that it had been gradually getting worse. It was aggravated by work and relieved by lying down and at times it was so severe as to cause sickness and faintness.
She had already sought surgical advice but nothing had been detected which would account for the pain.
On examination the abdomen was found to be very pendulous and loaded with fat, rendering accurate palpation very difficult. The recti muscles were much displaced laterally. The patient had a small umbilical hernia which was not tender and gave rise to no discomfort ; otherwise nothing could be made out save that over the site of the tender point it was thought that a slight thickening of the abdominal wall could be detected. This thickening however, was indefinite and she was therefore asked to return for further examination at a later date. This she did and on examination while standing a large mass of about the size of the closed fist with a narrow pedicle extending toward the abdominal cavity was detected. The patient now lay down and when an attempt was made to grasp the tumour for the purpose of further examination there were a sudden slip and slight gurgle and the hwelling disappeared. Up to the time of operation many further attempts were made to get the mass to reappear but without avail, only the feeling of slight thickening in the abdominal wall being discoverable.
Operation.-The small umbilical hernia, which was loculated, was first treated and then the abdominal incision was prolonged downwards in the middle line for about three inches and the inner surface of the abdominal wall was inspected. The finger, passing over the smooth peritoneal surface, detected just at the point previously indicated by the patient as painful a slight thickening, certainly not more than a quarter of an inch in diameter. The abdominal wall was now everted and close inspection revealed a small raised area with a minute central depression. So small was this depression that it was doubtful if it would admit a probe. Slight pressure with the point of the probe, however, served to gain access to what appeared to be a small sac in the abdominal wall. Dressing forceps were next tried and it was found that the minute mouth of the sac was extremely distensible, easily opening sufficiently to admit the finger, which penetrated a distance of one and a half inches when a little pressure was applied. An incision was now made round the mouth of the sac in the normal peritoneum and the sac, which then lay loosely in the abdominal wall, was dissected out. While very small when relaxed and, as already stated, possessing a very narrow mouth, it was capable of great distension, extending easily to the size of a Tangerine orange. A further point of interest was that the omentum, instead of lying in front of the coils of bowel, had become turned up, its free border being attached to the stomach and the whole being laden with fat. An attempt was made to remedy this and a redundant portion was removed. The wounds were now sutured, particular care being taken to secure accurate apposition of the cut peritoneal surfaces, and the patient was returned to bed. She made an uninterrupted recovery and has had no further trouble, the pain having quite disappeared.
The point of chief interest in this case is the extreme variability in the size of the sac which at times was very small, presenting a merely potential opening, while at others it was large and distended with bowel. The pain, on the other hand, while no doubt varying in degree, was constantly present save when the patient lay down, and thus one was faced by the problem of a patient suffering very considerable abdominal pain, particularly at a definite spot, in whom no definite lesion could be made out.
I have known patients suffering from small umbilical hernia state that at an early stage of the affection, before any prominent external tumour had appeared, they frequently had attacks of violent abdominal pain which compelled them to hold the abdomen with the hands while walking. In such cases I think the condition would be very similar to what was found in this one-a sac with a very narrow but distensible mouth. Probably the pain in such cases is due in part to nipping of a portion of the lumen of the bowel in the narrow mouth (causing the sickness and faintness referred to) and in part to the distension of the narrow mouth causing pressure on, and irritation of, the peripheral nerves.
Glasgow. THE patient, a widow, aged 52 years, was admitted into the West Riding Asylum, Wakefield, in August, 1901, suffering from mania of some months' duration ; she died in May, 1906, from tuberculosis of the lungs and intestines. Her form of mental disease at death was secondary dementia.
Intemperance was the most potent etiological factor. A necropsy was made 23t hours after death. The skull was thick and dense; the diplo&euml; was almost obliterated. A rough deposit of new bone was found on the inner surface of the calvarium in the frontal region. The dura mater was thick and fibrous and firmly adherent to the skull in the frontal region. The Pacchionian bodies were greatly increased in size but not in numbers The subdural space was distended with an excess of normal-looking cerebrospinal fluid. The pia arachnoid was oedematous and gelatinous-looking all over the convexity ot the brain, and milky opacities were seen along the course of the large veins.
The sub-arachnoid meshes contained an excess of cerebrospinal fluid. The brain weighed 1265 grammes. The hemispheres were symmetrical. The frontal lobes were much atrophied, the gyri being yellow in colour, somewhat angular and shrivelled, while the intervening sulci were shallow and gaped widely. The cortical surface was smooth and uneroded, and the general consistence of the brain was reduced. The lateral ventricles were both dilated and contained an excess of cerebro-t-pinal fluid. fhe ependymal lining was smooth and glistening the vein of the corpus striatum was congested and tortuous. The choroid plexus of each ventricle was oedematous and to a slight degree cystic. On the upper surface of the right choroid plexus, in its broadest part, eight small nodular, bright yellow coloured, pedunculated tumours were seen. The surface of each was smooth and glistening, and could be indented with the finger nail. A small, solitary, and similar growth was present on the under surface of the plexus. The diameter of the largest of these small tumours was four millimetres.
Both lungs showed advanced tuberculous changes, and typical tuberculous ulceration of intestines was present. No the vessels of a villus.
Its wall is composed of a thin sheath of dense connective tissue covered by an imperfect layer of cells. At the neck and base of the growth these cells are columnar in shape, while over the upper surface the epithelial covering becomes stretched, the cells being greatly, elongated and in places absent. The interior of the growth is principally composed of large branching cells, myxomatous in character.
At the base of the tumour these cells are large and full-bodied, the radiating processes being small; . towards the periphery of growth the cell bodies become shrunken and degenerated, while the processes are long and wavy and freely interlace, giving the appearance of fibrona tissue. In one part of the peripheral portion of the growth the cells are so degenerated that spaces of varying size are formed. They contain debris and small round cells,. together with red blood corpuscles. The outline of these spaces is formed by the fibres of the myxomatous cells. The tumour generally is very vascular and shows a number of blood-vessels bounded by a thin layer of fibrous tissue. At the neck two large blood-vessels are seen bounded by very rudimentary walls. In the intermediate zone of the growth numbers of small vessels, also with very rudimentary walls, are seen and the connective-tissue sheath of the growth contains numerous blood sinuses.
Remarks.-I am indebted to Mr. W. Bevan Lewis, medical director of the West Riding Asylum, Wakefield. for permission to publish this case. I have to thank Dr. W. Maule Smith, assistant medical officer to the West Riding Asylum, Wakefield, for his kindness in executing the camera lucida drawings illustrating the microscopical appearances of the choroid tumours above described. It is interesting to note that Ziegler in his "Text-book of Special Pathological Anatomy " mentions the fact that "myxoma of the internal meninges has been observed" and "angio-myxoma is not unknown " ; he also states that fibromata of the ventricular plexuses are very rare."
Wakefield. THE following case on which I operated presents two points of interest: (1) because the appendix was the cause of the obstruction ; and (2) because the patient recovered after the obstruction had lasted for three days.
The patient was a boy, aged 11 years. One Saturday he was suddenly seized with a violent pain in the abdomen; constipation ensued, accompanied by sickness. When seen on Monday morning his face was pinched and drawn, the tongue was furred, the breath was foul, and his vomit was dark coloured but not actually f&aelig;cal. He vomited at frequent intervals. His temperature was subnormal and the pulse-rate was about 100. On examination his abdomen was found to be distended and the percussion note was tympanitic all over. Pain and tenderness were the most marked in the left iliac region. ! Immediate operation was strongly urged but the parents decided to wait till the next day. On Tuesday the boy was. extremely ill. His abdomen was still distended but dulness was now present over the left iliac region and his recti muscles were rigid. The parents now saw the gravity of the case and consented to operation.
Operation.-Ether was administered and during the whole of the operation the patient was kept only lightly under. The incision was made from just below the umbilicus to the pubes. On opening the peritoneal cavity a considerable amount of clear fluid escaped. Distended and congested coils of small intestine presented at the wound. The cascum was then felt and found to be flaccid, thus showing that the obstruction was somewhere in the small intestine. Further search showed the tip of the appendix imbedded in the mesentery. Thus was formed a band under which the ileum was constricted. In the tip of the appendix was lodged a hard concretion. The appendix was then ligatured and cut through, the constricted gut thus being freed. The patient's condition was too bad for a more elaborate treatment of the appendix. On examination the gut was found to be black in several places but the intestinal wall had not lost its sheen. The abdomen was then filled with saline solution and closed. A rubber drain was left in for the first 24 hours and then removed.
The lad made an uninterrupted recovery, his bowels being opened by an injection on the following Friday. His further progress was uneventful.
Doncaster.
